PATIENT CONSENT FORM: FOR COLLECTION, USE AND DISCLOSURE OF PERSONAL INFORMATION

Privacy of your personal information is an important part of our office providing you with quality dental care.  We understand the importance of protecting your personal information.  We are committed to collecting, using, and disclosing your personal information responsibly.  We also try to be as open and transparent as possible about the way we handle your personal information.  It is important to us to provide this service to our patients.

In this office, Dr. Helmut Ragnitz acts as the Privacy Information Officer.

All staff members who come in contact with your personal information are aware of the sensitive nature of the information that you have disclosed to us.  They are all trained in the appropriate uses and protection of your information.

Attached to this consent form, we have outlined what our office is doing to ensure that:

· Only necessary information is collected about you;

· We only share your information with your consent;

· Storage, retention, and destruction of your personal information complies with existing legislation, and privacy protection protocols;

· Our privacy protocols comply with privacy legislation, standards of our regulatory body, the Royal College of Dental Surgeons of Ontario, and the law.

Do not hesitate to discuss our policies with myself, or any member of our office staff.  Please be assured that every staff person in our office is committed to ensuring that you receive the best quality dental care.

________________________________________________________________________

Patient Consent

I have reviewed the above information, which explains how your office will use my personal information, and the steps your office is taking to protect my information.

I agree that Dr. Helmut Ragnitz can collect, use, and disclose personal information about _________________________ (patient name) as set out in the provided information about the office’s privacy policies.

________________________________

___________________________

Patient Signature





Print Name
________________________________

___________________________

Date






Signature of Witness
